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MEN, EATING DISORDERS, AND THE WORKPLACE
Abstract
Masculine qualities are highly prized in the workplace, and men who deviate from these standards may experience personal and organizational backlash for their inability or unwillingness to perform masculinity. Additionally, those with mental health problems face complications managing their conditions at work due to organizational and interpersonal challenges. In the current study, we examine the intersection of masculinity and mental health in the workplace, focusing specifically on White men with eating disorders (EDs), who may experience (or perceive) compounded stigma, both for having a psychological disorder and for struggling with a mental health condition that is stereotyped as feminine. While the experiences of individuals with EDs at work have been understudied in general, the experiences of working men with EDs are virtually nonexistent in the psychological literature. In order to fill this gap, fourteen White men were interviewed about their experiences navigating their EDs at work. Men with EDs faced unique challenges in managing their conditions while attempting to perform masculinity appropriately in the workplace. Through a thematic analysis of these interviews, four major emergent themes were identified: fear of stigma and (non)disclosure, emotional reactions, coping strategies, and impaired work performance. The vigilance required to both remain undetected as an individual coping with an ED combined with the pressure to perform masculinity at work made work life especially challenging for men afflicted with these conditions. Implications for organizations, clinicians, and men with EDs are discussed.
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Public significance statement: Masculine qualities are highly prized in the workplace, and men who deviate from these norms often incur social and organizational penalties for doing so. This study examined how the high premium on masculinity at work complicates the working lives of White men with eating disorders, which are often stereotyped as feminine conditions. Four major themes emerged: fear of stigma and (non)disclosure, emotional reactions, coping strategies, and impaired work performance.



“We don’t talk about feelings or struggles like that”: 
White men’s experiences of eating disorders in the workplace
In recent years, increased research attention has been devoted to understanding the unique pressures men face in relation to the performance of masculinity. Precarious manhood theory (Vandello, Bosson, Cohen, Burnaford, & Weaver, 2008; Vandello & Bosson, 2013) suggests that the title of “male” is elusive, earned only through the successful demonstration of various cultural norms associated with masculinity, such as restricted emotionality, dominance, and avoidance of femininity (see Mahalik et al., 2003). Those who deviate from the narrow window of socially acceptable masculine behaviors are penalized and regarded as less manly (Vandello et al., 2008).  Research supports a person-centered perspective (Wong, Owen, & Shea, 2012) to understanding masculinity, which proposes that masculinity “norms” are constructed upon White men’s experiences and may therefore differentially influence men of diverse racial backgrounds (Liu, 2005; see also Griffith & Cornish, 2018; Lu & Wong, 2013). Therefore, White men in predominantly or historically White social environments may feel particularly vulnerable to masculinity threats and may vigilantly monitor their status as “real [White] men” in these arenas.
Research has consistently shown that rigid adherence to gender role norms may be detrimental to health and well-being (Caswell, Bosson, Vandello, & Sellers, 2012; Kaya, Iwamoto, Brady, Clinton & Grivel, 2019). One of the domains in which masculinity norms influence men most insidiously is mental health. Two recent reviews of the literature revealed the multiplicity of ways that men’s mental health is negatively impacted by masculine gender role pressures (O’Neil, 2012; Wong, Ho, Wang, & Miller, 2017). In a review of 249 studies, higher scores on measures of masculinity pressures, masculine gender role stress, and hypermasculinity were consistently linked to mental health problems, including psychological stress and strain, substance abuse, depression, anxiety, anger, and aggression, as well as negative attitudes toward help-seeking (O’Neil, 2012). Additionally, a meta-analysis of 78 studies examining the relation between adherence to masculine norms and mental health (Wong, Ho, Wang, & Miller, 2017) revealed that higher conformity to the norms of masculinity (particularly self-reliance, power over women, and playboy) was consistently positively linked to adverse mental health outcomes (e.g., depression, substance use) and less psychological help-seeking, and negatively linked to positive mental health outcomes (e.g., life satisfaction, self-esteem). 
The workplace can serve as a site where manhood and masculinity, specifically White manhood and masculinity, are particularly important (Berdahl, Cooper, Glick, Livingston, & Williams, 2018). While White masculine characteristics are often paramount in male-dominated industries (Cockburn, 1991; Martell, Parker, Emrich, & Crawford, 1998; Williams, 2013), even men who work in stereotypically feminine occupations engage in various strategies to assert their masculinity at work (Simpson, 2004). Relevant to the current work, men may be resistant to disclose mental health conditions at work out of fear of being penalized for gender atypicality (Seaton, Bottorff, Oliffe, Medhurst, & DeLeenheer, 2018). However, hiding a stigmatized identity at work has been linked to a number of negative personal and organizational outcomes (Ragins & Cornwell, 2001), including negative job attitudes and psychological strain. While disclosure is a complicated and personal matter (Clair, Beatty, & MacLean, 2002), studies suggest that, in the context of a supportive workplace environment, revealing a stigmatized identity (e.g., mental health diagnosis) can improve workplace functioning (Clair et al., 2002; see also Shallenberger, 1994). Additionally, although many U.S. employees with mental health conditions are protected from discrimination through legislation (Americans with Disabilities Act, 1990), in order to benefit from these provisions, some degree of disclosure is necessary. White men living with mental health impairments, particularly those managing conditions regarded as feminine, may experience or fear encountering compounded stigma at work both for having a mental illness and for violating the norms of White masculinity (Michienewicz, Bosson, Lenes, & Chen, 2015). It is therefore important to develop a nuanced understanding of the ways that men with “gender-atypical” mental health conditions, such as eating disorders (Boysen, Ebersole, Casner, & Coston, 2014), navigate the workplace.
Eating Disorders
Eating disorders (EDs) are among the most common psychological conditions in adult populations (Klump, Bulik, Kaye, Treasure, & Tyson, 2009), and the prevalence of EDs has risen in recent years (Galmiche, Déchelotte, Lambert, & Tavolacci, 2019; Udo & Grilo, 2018). The most recent edition of the Diagnostic and Statistical Manual (DSM-5) delineates three primary ED diagnoses in adults: anorexia nervosa (AN; typically characterized by a pathological desire to restrict nutritional intake), bulimia nervosa (BN; often associated with loss of control while eating and resultant compensatory behaviors, such as vomiting or laxative abuse), and binge eating disorder (BED; commonly hallmarked by recurrent experiences of uncontrolled eating and feelings of intense shame; American Psychiatric Association, 2013). EDs are often accompanied by physical, psychological, and social impairments (Antoine et al., 2018; Gaudiani, 2018; Gillberg, Rastam, Wentz, & Gillberg, 2007; Siegel & Sawyer, 2019; Udo & Grilo, 2018). 
In general, research suggests that people with EDs experience and perceive various stigmatizing attitudes due to their psychological illness (Darby, Hay, Mond, & Quirk, 2012; Jones, Saeidi, & Morgan, 2013; Maier et al., 2014; 2016; Mond, Robertson-Smith, & Vetere, 2006; Murakami, Essayli, & Latner, 2016). Perceptions of ED stigma have been linked to negative social, psychological, and behavioral outcomes for individuals with these conditions (Dimitropoulos, McCallum, Colasanto, Freeman, & Gallada, 2016; Griffiths, Mond, Murray, & Touyz, 2015; Griffiths et al., 2016; Griffiths, Mitchison, Murray, Mond, & Bastian, 2018; Hackler, Vogel, & Wade, 2010). Mental illnesses are stigmatized in organizational culture (Brohan & Thornicroft, 2010; Krupa, Kirsh, Cockburn, & Gewurtz, 2009), so it is important to understand the various implications of perceptions of ED stigma at work. Yet, the literature has largely been silent on this issue (see Siegel & Sawyer, 2019 for an exception). 
Masculinity and Eating Disorders
Although EDs can occur in people across the gender spectrum, they are still largely considered to be female-gender-bound (Collier, 2013). Despite the commonly-cited statistic that men comprise only 10% of ED cases (see Cohn, Murray, Walen, & Woolridge, 2016), recent studies suggest that 25-33% of those with EDs are male-identified (Akgül et al., 2016; Hudson, Hirpi, Pope, & Kessler, 2007; Sweeting et al., 2015), and the prevalence of ED behaviors in men has been increasing in recent years (Galmiche et al., 2019; Mitchison, Hay, Slewa-Younan, & Mond, 2014; Mond, Mitchison, & Hay, 2014). In fact, men who present with EDs are less likely to be recommended for an ED consult and less likely to be diagnosed with an ED than are women who present with similar symptoms (Grillot & Keel, 2018; MacCaughelty, Wagner, & Rufino, 2016). Men face different sociocultural challenges in navigating these conditions than do women (Harvey & Robinson, 2003; Strother et al., 2012), potentially due to the unique pressures of manhood. Despite calls for exploration of men’s eating and body image concerns in relation to masculinity (Murray & Touyz, 2012; Strother et al., 2012), most research on EDs and the stigma that surrounds these conditions has focused on women. Yet, the extant research exploring the stigmatization of men with EDs suggests a complex interplay between ED stigma and masculinity stigma. For example, studies assessing perceptions of individuals with EDs have found that participants view men with EDs as less masculine and competent, more fragile and self-destructive, and more likely to be non-heterosexual, compared to other men (Essayli, Murakami, & Latner, 2019; Griffiths et al., 2014). Men with EDs report being stigmatized as “less of a man” because of their conditions (Griffiths, Mond, Murray, & Touyz, 2015, p. 773). 
Qualitative research on men’s everyday experiences of EDs is “scarce” (Delderfield, 2018, p. 3; Jones & Morgan, 2010), but qualitative research that has been conducted points to the workplace as a relevant site for ED management. For example, one qualitative endeavor by Robinson and colleagues (2013) reported on the experiences of eight White men’s experiences with EDs in which men with EDs worried about employers finding out about the disorder. One man even reported that his boss finding out would have “damned [his] future” (Robinson, Mountford, & Perslinger, 2013, p. 181). Another qualitative study reported on the experiences of 10 predominantly White men in the UK (Räisänen & Hunt, 2014). One man noted that his ED had gone untreated for so long, that “it [ED] created a significant barrier for me for everything that I wanted to do or wanted to achieve. Absolutely I knew that it was creating problems at the time,” (p.4) suggesting that EDs may complicate men’s ability to acquire and maintain successful employment. Finally, in a very recent study (Lyons, McAndrew, & Warne, 2019) of seven young, British men with EDs, masculinity and workplace complications emerged as significant themes in discussions by men managing their EDs in their everyday lives. Yet, the intersections of masculinity and workplace life were not explored, and the authors called for further research on men’s experiences of EDs in the workplace (Lyons et al., 2019, p. 7). Thus, while there are some indicators that the workplace may be an important domain in which men must manage their EDs, a systematic examination of this topic remains necessary.
Men, Eating Disorders, and the Workplace
A recent large-scale qualitative study revealed various ways that women with EDs navigate organizational and interpersonal barriers to ED recovery at work (Siegel & Sawyer, 2019). Interviewees noted various organizational (e.g., workplace celebrations, meetings over food) and interpersonal (e.g., diet talk in the office, leader intolerance) pressures present in the workplace and engaged in various identity management techniques, such as prioritizing professionalism over recovery, to navigate stressors. These strategies were differentially associated with personal and organizational outcomes, such as ED symptoms, social relationships at work, and general workplace attitudes. Consistent with previous literature, disclosure often proved beneficial, allowing the women in the study to address their concerns and self-advocate with coworkers and supervisors, many of whom reported similar body and eating concerns. However, given men with EDs may have qualitatively different experiences than women (Limbers, Cohen, & Gray, 2018), these results do not easily generalize. Additionally, because of pervasive stigma attributed to men with EDs in general, and the potential for exacerbation of this stigma in the workplace, men with EDs may be especially unlikely to open up to others in their workplace about their conditions, leaving them with a limited number of strategies for coping with the myriad stressors of organizational life. Experiential, qualitative research on men’s experiences of EDs is limited in the field of psychology (Delderfield, 2018) and is virtually non-existent in the organizational psychology literature, so it is critical to separately highlight the voices and stories of men with EDs at work.
Thus, we sought to address the following research questions: 1) How do men manage their EDs in the context of workplace life? 2) How do men manage workplace life in the context of EDs? 3) What is the role of masculinity in the experiences of ED management for men afflicted with these conditions? 
Method
Participants
	Originally, 88 participants were interviewed for this study (70 women, 18 men). Due to the specifically gendered aspects of these participants’ experiences, the analysis of women’s experiences has been published elsewhere (Siegel & Sawyer, 2019). Due to a technical error, one recording was unable to be transcribed, and three others were selectively omitted due to participants’ inability to meet eligibility criteria (i.e., they did not report being diagnosed with AN, BN, or BED). Thus, the final sample consisted of 14 men (Mage = 27.86; SD = 6.95) who reported that they had managed a clinically-diagnosed ED while working. While this sample size is small, due to the richness of the data provided, most qualitative research requires only a small number of participants to achieve saturation (Guest, Bunce, & Johnson, 2006). However, we do not suggest that these men’s experiences can or should represent the totality of experiences within the general population, nor the experiences of all men with EDs, particularly those of different ethnic groups (see White, Mooney, & Warren, 2019).
Within our sample, four men self-reported a diagnosis of AN, four reported BN, three reported BED, and three reported that they had been diagnosed with a combination of these conditions throughout their lives. They worked in various different professions, from acting to nursing to butchery (See Table 1 for descriptive information about each participant). All were employed, either part-time or full-time, when the interview was conducted. Three (Participants 01, 06, and 14) were also activists with internationally-recognized ED organizations outside of work. It is worth noting that all 14 participants were White, and all but one was non-Latino. While this was not deliberate, it is also not surprising given that EDs are underdiagnosed in both men and ethnic minorities (Sonneville & Lipson, 2017). We therefore also situate our analysis in the context of these participants’ White ethnic backgrounds, which may uniquely influence their perceptions and understandings of masculinity (Wong et al., 2012).
Procedure
	This study was approved by the ethics review board at Villanova University (IRB approval number IRB-FY2016-83). Men were recruited via social media posts (Facebook, Craigslist, Quora, Instagram, and Twitter) and snowball sampling. Men who reported being diagnosed with AN, BN, or BED were encouraged to contact the first author if they were interested in participating in an interview about their experiences of managing their conditions at work. Once the lines of communication had been opened by the participant, a mutually agreeable time was arranged for a 60-90 minute semi-structured phone interview. The interview schedule was derived from an extensive literature review but evolved throughout the interview process (Agee, 2008). Example items included, “Can you recall an experience that was triggering for you at work with regard to managing your eating disorder or recovery efforts?” and “Are there any aspects of managing your eating disorder that you find particularly difficult at work?” An example of a probe for this line of questioning might have been: “How do you manage those things?” Interviews were recorded using the iPhone application TapeACall Pro and ranged from 30 to 96 minutes, with an average time of 50 minutes. The first author transcribed these interviews verbatim, and the transcription process resulted in 170 pages of usable data, as well as several pages of reflexivity notes (Lincoln & Guba, 1985). 
Analysis
Addressing social positions. It is important that researchers locate themselves within the context of their studies and analyses (Braun, Clarke, Hayfield, & Terry, 2019; Yeh & Inman, 2007). Interviews and analyses took place over the course of three years (2016-2019), during which time the first author was a graduate student in psychology. She identifies as White, heterosexual, cisgender, and young. She is also in recovery from AN. This information was shared with the participants to foster a safe space for open and honest dialogue, and to assure the participants that their experiences would not be stigmatized. The second author holds a dual-Ph.D. in psychology and women’s studies. She is young, heterosexual, White, and cisgender.
Design and data analysis. Data analysis followed the six steps delineated by Braun and Clarke’s (2006) thematic analysis (see also Nowell, Norris, White, & Moules, 2017). First, both authors familiarized themselves with the data. The first author transcribed the interviews verbatim and maintained reflexivity notes (Lincoln & Guba, 1985), and transcripts and reflections were then sent to the second author who also read them in depth (Step 1). The authors independently coded the data by highlighting fragments of text that were particularly notable within the interview transcripts (Step 2), and condensing the codes into relevant, higher-order, inductively-derived themes based on shared common meaning (Braun et al., 2019; Step 3). The coding scheme was compared against both the original codes and the full data set by both the first and second authors, who then refined the names of the themes until they best fit the constructs. Themes were condensed into four broad categories based on a thorough review of the multiple original themes we had identified (Braun et al., 2019; Step 4). Themes and theme names, which were derived in part from the specific language used by participants (Step 5), were finalized after both authors had compared the final thematic analysis against the text on two separate occasions (King, 2004). Prior to submission, we engaged in member checking (Côté & Turgeon, 2005) by sending out the completed analysis to a subsample of our 14 participants, all of whom indicated the data fit their experiences. Below, we present the final results of our thematic analysis (Step 6). 

Results

The analytic process revealed four overarching themes from the interviews: fear of stigma and (non)disclosure, emotional reactions, coping strategies, and impaired workplace functioning. The participants also noted various workplace stressors, though they largely mirrored those highlighted in prior research (Siegel & Sawyer, 2019). Because these findings did not shed unique insights into men’s experiences with EDs, they are not reported here. All participants are referred to by their participant numbers. This practice is not a particularly humanizing one, but because participants were not asked for pseudonyms, the numbers here are used to maintain confidentiality (Kaiser, 2009). See Table 2 for a summary of the themes, subthemes, and additional exemplary quotations.
Theme 1. “These guys are not gonna give a crap”: Fear of stigma and (non)disclosure

The most evident theme that we identified was fear of stigma and (non)disclosure. In general, participants felt as though their gender (and ethnicity, in the case of Participant 13) rendered their conditions invisible:
White privilege is a really real thing, [but] people look at the surface of what we look like and assume men don’t need [help]. I think it’s very deep… so like for me as a man with an eating disorder, you know, people don’t think we need anything because we’re white men and don’t need anything.
Unlike the participants in Siegel and Sawyer’s (2019) analysis of women’s experiences of EDs at work, simply by nature of his gender and ethnicity, Participant 13 felt as though he could avoid detection. Participants were often reluctant to discuss the specifics of their condition at work, and this appeared to be due to perceptions of stigma. Specifically, they feared that they may incur social or organizational backlash for revealing the specifics of their conditions in their workplaces. Participant 04 explained that his decision to keep quiet about his condition at work was due to the invisibility of the condition in men. He described:
Nobody would ever suspect it from a dude. A lot of the guys [I work with] actually do have problems with eating and stuff … if I were a girl, I would have people I could go talk to. As a guy, you don’t really have that option without people judging you too hard.
For some, the culture of their organizations made it seem unlikely that opening up about their condition would be met with caring and concerned responses. For example, Participant 05, a mechanic, chose not to disclose his condition at work out of fear of insensitive reactions, explaining: 
You’re talking about a group of guys [coworkers] who would hang out on Friday, Saturday night, banging down a couple of beers. They’re not gonna talk about, “Oh, my feelings are this and I’m bulimic and…” Really? These guys are not gonna give a crap.
For others, disclosure was only seen as an option when there was a need (e.g., going into treatment, required to change work tasks to suit recovery). For example, Participant 01 had opened up to a few select colleagues at various timepoints when it became necessary. He explained that he had begun making a string of mistakes at work, and fear of being fired encouraged his disclosure, noting:
After a couple more [errors], they were like, “It’s bordering on – we need to report you to the health department, okay?” So, I met with [my boss]. I told her what was going on, and then [told her], “Eating – my eating disorder is really kicking it up here.”
Even for men who were activists in the community, the disclosure decision was exceptionally complicated at work. For example, Participant 06 was a public advocate for an ED awareness group but still did not reveal his diagnosis to his tech startup workplace:
My direct boss doesn’t know… telling [my boss] might make him think I’m weak… when you’re in a meeting and you say, “I suffer from this and I’m afraid” - there’s a fear that they’re going to look down upon you or not take you as seriously… I tell the world now, but I think there is just an uncomfortableness with telling him.
Though rarer, it is worth noting that Participants 1 and 14, who were also advocates, deliberately advocated for reducing ED stigma at work. Participant 14 explained: 
I disclose it [at work] because there are so many people with eating disorders or people that have disordered eating. I found that if there’s an opportunity for me to carry a message or share my experience, then I’ll take it… I’m in a lot of acceptance of my eating disorder, so I choose to be in work environments and around people that are healthy and I can feel safe talking to.
Overall, the disclosure decision was complicated, usually due to fear of experiencing backlash for having the condition or for being potentially perceived as less masculine or “weak”. As a result, men were unlikely to disclose, decreasing their ability to discuss or address their conditions directly at work or reap the workplace benefits to which they are entitled.
Theme 2. “Only women are supposed to have emotions”: Emotional reactions
	The participants experienced a number of different emotional reactions to the experience of managing an ED at work. While managing an ED was an emotional experience across life domains, the workplace was a unique site for emotional reactions because most men felt that they could not “talk about [their] feelings or struggles like that” (Participant 12) with their coworkers, who they feared would judge these emotions. Because they were afraid of others finding out about their condition, they experienced heightened anxiety that their ED would become known-about at work. Participant 01 explained that the fear of being discovered at work was always on his mind:
There's an anxiety about telling someone, and there's anxiety about the worst case scenario, and I feel like that was always, like, out there, that you're gonna tell someone, and they're gonna commit you or they're gonna tell somebody, or they'll laugh at you, or you're gonna lose your job because you have a mental illness and you're not stable.
Regardless of the other conditions the participants managed, they felt that EDs were uniquely stigmatizing and shameful for men. While Participant 03 was open about his bipolar diagnosis at work and had requested special arrangements to help him manage this condition, he refused to ask for accommodations to help with his ED. He said, “It was more shameful for me. I think eating disorders have even more of a stigma than bipolar disorder does. In my mind, I feel like, you know, I could quit at any time, but the reality is I couldn’t.”
Many felt exhausted by the experience of managing their ED in the context of their workplaces. Participant 11, who once played for a professional football team where disordered behaviors and attitudes were normalized, felt overwhelmed by his experiences. He explained, “especially in professional sports where you are under so much stress to perform and to maintain a physique … Physically, you look fine. Mentally, you're just dying inside. But once again, males won’t acknowledge it.” As will be elucidated in the following section, this exhaustion had negative implications for workplace social interactions and productivity more broadly.
A few participants felt very vulnerable due to their conditions at work, and, as Participant 06 explained, “it’s harder to be a man and be vulnerable.” Participant 10 felt that he could only reveal this intimate detail of his life to those who he was certain would not judge him.  He said: 
It’s incredibly vulnerable ...  [I could only tell] people that I knew I could be vulnerable with - that I didn’t feel like I had to maintain some self-imposed standard, but people who tend to feel like they're holding me to a certain expectation - I haven’t been able to readily express what I’m going through.” 
The idea of being so open was aversive to the participants, who often had a strong desire to maintain a masculine and stoic demeanor at work, so many felt the need to conceal their conditions and avoid asking for help.
The few participants who were open about their condition in their workplaces experienced a great deal of pride and authenticity when they made decisions conducive to their recovery at work. For example, Participant 14’s disclosure at work helped him uproot the shame he had about his condition and engage in recovery-centric behaviors. He revealed:
No one’s gonna advocate for me the way that I can advocate for myself, and it’s important that I am very clear about my eating disorder... if we’re really busy like I may not get a time - like an official break, but if I get hungry and I’m about to … yell at a customer, I’ll tell my boss, “I’m taking a break. I’m sitting down. I’m eating my lunch.”
When participants feared experiencing stigma for violating the norms of masculinity or having a mental illness at work, they experienced negative emotionality, including stress and anxiety. Many feared making themselves vulnerable, but those who were open about their struggles sometimes felt more authentic and were better able to manage their conditions at work after disclosing. 
Theme 3. “And men do deal with this”: Coping strategies

	When faced with workplace stressors, men engaged in various coping strategies to deal with the demands of managing their unique situations. The participants spoke about blending into the culture of the organization and often attempted to hide or disguise their symptoms to stay in line with company norms. Participant 05, for example, found excuses to purge by drinking excessive amounts of coffee so as to disguise his frequent trips to the bathroom. He noted:
I drink a lot of coffee – everyone knows you pee your brains out when you drink a lot of coffee, so if I’m drinking a crapload of coffee, I have a damn good excuse to go to the bathroom all the time, so I hid it that way.
Participant 05 would also find covert places to purge when necessary, explaining:
If it was a situation where I was around people and I had already eaten, you know, you run to the bathroom. I cannot tell you how many trees and bushes and behind stores I’ve christened because of this damn thing.
Sometimes, this covert ED behavior was triggered by the specific stress of organizational tasks or features. For example, Participant 03 noted, “I feel like I was being rushed. It causes more stress, which sometimes made me want to eat. I’d eat too much and then I’d purge.” 
Others, such as Participant 04, blatantly lied to others about the amount they had (not) eaten, and others still used humor to avoid detection and manage the stress of their jobs. For example, Participant 04 explained his lunchtime routine: “I would laugh around, try to eat a little bit, make jokes… just like, ‘I wonder how much I’ll need to puke today’ and stuff like that… humor is my number one friend. Humor and sarcasm.” By making jokes, the participants felt they were able to blend the truth, while still fitting in within a masculinized culture, evading the potential stigma they may have faced by honestly disclosing their conditions to their coworkers.
Regardless of the men’s desire to blend into their social environments, many chose to forgo invitations to social events outside of work so as not to put themselves in triggering situations. By avoiding these events entirely, they were able to control immediate stressors, but these strategies were not always helpful, as explained by Participant 11: 
When I had to choose between a networking event or anything that would have been that a little extra, especially when I was in the thick of the eating disorder, it was like, “No, I have to go to the gym” … my life was dictated by the eating disorder. 
While some struggled to cope with the stressors within their jobs, others chose to leave their places of employment entirely when the demand of managing the various stressors of the workplace became too great. Participant 06 explained:
It was all these things that were so triggering for me that I had to get out of - I couldn’t get a grip of me or my eating disorder, and I would just binge and binge when I would get home I would binge after work… I had to quit my job because of my eating disorder.
When participants left their jobs to pursue treatment, they usually returned to new professions with renewed confidence and pride (Participant 02, Participant 06, Participant 14), but men who bounced from job to job without addressing the underlying issues seemed to simply face new stressors, no matter where they were employed.
On the whole, the participants reported various different coping strategies for managing an ED at work, including blending in, covert and reactive ED behaviors, humor, isolation and evasion, and leaving their job. As will be explained in the following section, the strategies used by these participants were differentially related their workplace functioning.
Theme 4. “I couldn’t be as productive as I liked”: Impaired workplace functioning

Between the symptoms of their disorders, the fear of encountering stigma, and the various coping mechanisms men deployed to function within the workplace, they often suffered impaired workplace functioning. Specifically, participants reported social and networking complications, physical and cognitive symptoms, and errors and mistakes in their work. First, the men reported impairments in their social relationships at work. Particularly those who avoided out-of-work events had difficulty building and maintaining friendships with coworkers. Participant 08 found maintaining friendships challenging at work due to his frequent absences from social events: 
Going out to parties with coworkers or celebrations after work or even during work… situations where I know there's going to be food and there’s a chance that I feel weird about it, I’ll avoid those situations, and in that way, I don’t build those outside of work friendships with my coworkers.
Inability to engage comfortably with others over food also had negative ramifications for men’s networking potential. Participant 04 was trying to advance in his career but felt hindered by his condition. He explained:
I didn’t get to go out with [coworkers] a lot because of [my eating disorder] … Either you smoke with one of the head butchers or you go out eating and drinking with the other one, and you get to know them better, and they get to know you better. And through that you actually build a relationship where you get to climb through the ranks.
Aside from the social consequences, participants reported reduced productivity in their jobs, as well. Some had to leave their desks or shifts to engage in disordered eating behaviors, such as purging, which slowed their productivity. Participant 12 recalled an experience when he had abused laxatives the night before a shift, and Participant 09 described an event when he could not perform his job well due to the physical pain he experienced after a binge:
I’m trying to communicate with somebody - pressure’s on the line - but the night before, I finished 27 Quest Bars, and the issue is that not only am I like beating myself up emotionally…physically, I feel terrible, I was up all night because I couldn’t sleep, like it’s this whole cycle … I’m hunched over in the corner and I wanna throw up or I’m sick or I want to go to the gym and workout for 4 hours.
Managing these conditions also had adverse cognitive ramifications. The participants were often so overwhelmed by their thoughts about the ED that they could not focus on the tasks of their jobs. Participant 06 revealed, “I don’t know how I held my job, I don’t know how I got promotions because I would literally go to the office and, I’m not joking, like 70% of my day was thought about food at work.” This cognitive overload often made it even more challenging for men to keep up with the demands of their jobs. Participant 07 explained:
It takes up my mental capacity to think about it, and how am I supposed to teach a lesson? I mean, you’re presenting in front of a group of 25 children, so all the time, I feel like the stress, or the second guessing, or the calorie counting of the meal I just ate is taking up part of my brain while I’m trying to teach.
For some, the ED and stress of the workplace constantly weighed them down, hindering their ability to perform to the best of their ability at work. For others, however, these stressors actually resulted in various mistakes and errors at work, and some were quite serious. For example, Participant 01 revealed:
I was struggling with it, and my work performance was - I was not doing good. I wasn't focusing, I was anxious, I was sneaky with other employees, and yeah, it was bad … It was a string of several medication errors in a two-month period that almost cost me my license - my med license.
In sum, ineffective symptom and workplace management strategies influenced men’s workplace functioning in various domains, from socializing and networking to concentration and productivity. 
Discussion
	On the whole, our research sheds light on an intersection of White masculinity, stigma, and mental health that has been largely overlooked: men’s experiences of EDs in the workplace. The men interviewed for this study were conscious of the stigma attributed to men with EDs, and many chose not to reveal aspects of their conditions in the workplace to avoid potential stigmatization. By (not) doing so, however, they were unable to reap the benefits to which they were legally entitled, such as FMLA and flexible working hours, but also felt they needed to hide a major aspect of their identities and selves at work. For the White, male-identified participants, masculinity appeared to play a dominant role in the way that the workplace was navigated. Unlike the women in the study (Siegel & Sawyer, 2019), the men with EDs generally did not feel safe or comfortable to disclose their conditions to anyone. They experienced various emotions in relation to their conditions and engaged in differential coping strategies to manage the unique stressors of the condition, the tasks of their jobs, and their desire to appear manly and in control of their emotions and their behaviors through it all. Similar to women’s experiences (Siegel & Sawyer, 2019), the simultaneous navigation of ED symptom management and fear of experiencing mental health stigma often resulted in impaired workplace functioning for men with EDs. However, for the men in this sample, (racialized) gendered expectations added an additional layer of complication to their navigation of the workplace.
Theoretical Implications
While men shared some similarities with prior samples of women who are managing EDs at work (Siegel & Sawyer, 2019), various other components of men’s experiences were uniquely linked to masculinity. For example, men did report pressure to present as masculine at work, which complicated the ways that they discussed their conditions to their offices. They feared coming across as “weak” and “vulnerable” should their condition become known-about at work, which impacted their decisions to (not) disclose. Additionally, the men in our sample used humor and other more masculinized ways of managing their EDs, instead of addressing them head on. This is significant because, as a result of pressures to conform to masculine norms at work, men may have difficulty accessing accommodations (Americans with Disabilities Act, 1990) and be more likely to have decreased job attitudes (Ragins, Singh, & Cornwell, 2007) when disclosing an ED, compared to female counterparts, given they may be less likely to find themselves in a supportive workplace environment (Martinez, Sawyer, Thoroughgood, Ruggs, & Smith, 2017). Therefore, while disclosure appeared to enhance the quality of workplace life for the few men who chose to reveal their condition to their workplaces, our work suggests that future researchers might examine how and when men with EDs “feel out” their organizational culture to determine the best course of action for their unique situation.
Though not explicitly explored in our interview protocol, it seemed that those in workplaces with more flexible gender boundaries, and organizations with more women present, experienced fewer complications in their workplace functioning, revealing a potential unique role of organizational gender norms in the experiences of men with EDs in the workplace. The men explained that it was easier to disclose to women than it was to men, so men who worked in organizations with fewer women were especially unlikely to tell others about their conditions. Yet, for men who worked in organizations with more women present, such as hospital staff, graphic designers, and teachers, the disclosure decision was less fraught, and some chose to open up about their diagnosis at work (though usually only to a few trusted people). This may be due to men’s awareness that men are more likely than are women to stigmatize those with EDs (e.g. Griffiths et al., 2014). Notably, a recent study revealed that this effect may be driven by level of conformity to masculine norms (Austen & Griffiths, 2018). That is to say, the more pressure men place on themselves to adhere to the rigid and inflexible prescriptive stereotypes of manhood, the more stigma they attribute to individuals with EDs. Thus, masculinity norms may not only heighten perceptions of stigma at work, but also experiences of stigma. Future research should explore the stigmatization of those with EDs in workplaces where masculinity and masculine norms are particularly pervasive, as well as in gender non-normative workplaces. For example, men in blue collar jobs may experience differential gender expectations and may work alongside a greater number of men, compared to their counterparts in white collar positions.
This work sheds light on the intersections of mental health awareness and masculine workplace cultures, and calls attention to a domain in which White men may be negatively impacted by their social locations. Further, this study contributes to broader dialogues about the need for organizational scholars to focus on the management of mental health symptoms at work (Follmer & Jones, 2018). If organizations can both destigmatize discussing mental health at work and decrease the extent to which individuals are expected to fulfill gendered expectations in their companies, pressure for men to manage their EDs in unhealthy ways at work might decline. Future researchers should examine how organizational cultures that promote healthy living, self-care and mental health destigmatization but also hold employees accountable for performing gender stereotypically at work (and vice versa), may be counteracting themselves. 
Practical Implications
	Men with EDs who are currently or hope to be employed can benefit from this research. First, it is our hope that men with EDs who are struggling to manage their conditions at work might benefit by reading our findings and in realizing they are not alone in their struggles, and that they might leverage this research to open up a dialogue with supervisors or coworkers about the experience of balancing masculinity norms with proper ED treatment in workplaces that are currently ignorant to, but seemingly amenable to, these initial discussions. Additionally, those with EDs should familiarize themselves with their legal rights and recognize that they are protected from workplace discrimination and may be entitled to reasonable accommodations to best suit the unique needs of their conditions (Americans with Disabilities Act, 1990). Men with EDs may be able to work with therapists and clinicians to help navigate the unique stressors of organizational culture, specifically the necessity of performing masculinity in the workplace. Clinicians treating men with EDs should focus on potentially stigmatizing aspects of organizational culture and develop plans to help clients work through these without resorting to disordered coping strategies. Work stress has been uniquely linked to ED relapse (Grilo et al., 2012), so those providing treatment to men with EDs should be aware of the unique challenges clients may face in work environments in order to help them to navigate identity management in more useful and productive ways. 
Managers and coworkers should be aware that men with EDs are likely to be located somewhere within their organization. With increased recognition and awareness of the existence of EDs in men, employees may be more likely to educate themselves about how to provide a more supportive and inclusive environment. Further, workplaces might include content about men with EDs in diversity trainings or in mental health awareness initiatives. While awareness and education do not always translate to more inclusive work climates, this may be an important first step in readying workplaces to listen to and learn from men struggling with EDs who are also trying to be productive employees. More importantly, organizations should work to create a culture in which discussing mental health struggles is more normative, in combination with a climate that allows people to freely express their gender, in order to decrease the likelihood that layered gendered stigmas will emerge.
Limitations and Conclusions
There are, of course, limitations to this study. Notably, this research focuses exclusively on White participants, and this study did not examine the intersections of multiple marginalized identities in the context of ED management at work. Therefore, future research should examine the potential ways that managing additional stigmatized visible and invisible identities (e.g., sexual orientation; Ragins et al., 2007) differentially influences men’s experiences of EDs in the workplace. Additionally, most of the men in the sample identified as recovering or recovered, and some were even activists in the community, so the experiences of those in early stages of recovery should be explored. Those who had suffered from muscle dysmorphia were excluded from the study, though muscularity-oriented disordered eating may come with its own unique stressors for afflicted men, so future researchers may wish to explore how those with muscle dysmorphia navigate identity and symptom management at work. Overall, despite these limitations, we hope that our work sheds light on an understudied, yet important population at work, so that men with EDs can, as the opening quote suggests, begin to “talk about [their] feelings or struggles” more freely at work.
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Table 1. 

Demographic characteristics of study participants
	Participant number
	Age
	Ethnicity
	Profession
	Eating disorder diagnosis (recovery status at interview)

	01
	31
	Caucasian
	Hospital medication assistant
	Anorexia Nervosa (recovering)

	02
	22
	Caucasian
	Graphic designer
	Anorexia Nervosa (recovering)

	03
	32
	Caucasian
	Franciscan friar
	Bulimia Nervosa (recovering)

	04
	19
	Caucasian
	Butcher
	Bulimia Nervosa
(recovered)

	05
	47
	Caucasian
	Mechanic
	Bulimia Nervosa
(active)

	06
	28
	Caucasian
	Product manager for a technology startup
	Binge Eating Disorder (recovering)

	07
	24
	Caucasian
	Substitute teacher
	Bulimia Nervosa (recovering)

	08
	26
	Caucasian
	Para-educator for special needs children, track coach
	Anorexia Nervosa and Bulimia Nervosa (recovering)

	09
	19
	Caucasian
	Hospital patient transporter
	Anorexia Nervosa (recovered)

	10
	27
	Latino
	Marriage family therapist
	Anorexia Nervosa (recovering)

	11
	29
	Caucasian
	Marketing for online fitness company; retired professional football player
	Binge Eating Disorder and Bulimia Nervosa
(recovering)

	12
	22
	Caucasian
	Lumber yard construction worker
	Anorexia Nervosa and Binge Eating Disorder (recovered)

	13
	31
	Caucasian
	Bartender/actor
	Binge Eating Disorder (recovering)

	14
	33
	Caucasian
	Filmmaker/actor/ waiter
	Binge Eating Disorder (recovered)





Table 2. 

Summary of themes, subthemes, and exemplary quotations
	Theme
	Subtheme 
	Additional exemplary quotation

	“These guys are not gonna give a crap”: Fear of stigma and (non)disclosure
	Invisibility
	I am an early twenty-year-old male, so if I ever did eat a crapload of food, it was basically pretty easy to hide it… I wasn’t stereotypical, I was able to hide it pretty conveniently - even at social events. (Participant 12)

	
	Fear of insensitivity
	I didn’t [disclose at first] because I didn’t think it would be honored at work …you know, it’s like, super cut-throat … I felt like coworkers would really jump on that and ostracize me. (Participant 01)

	
	Circum-venting
	I didn't know what to say to people, so it was kind of like, "Oh, I'm having medical issues" and sometimes people would ask me further. Or sometimes, I'd say, "Oh, I'm having like heart issues" because, like anorexia can affect your heart health. Usually people don't know stuff like that. So little, like, lies like that. (Participant 01)

	
	Disclosure when necessary
	When I first kind of realized what was going on, I went to the other coach and the cross country season was about to start, and I was like, “Hey, I’m not going to be running for maybe ever - maybe 6 months, maybe a year…” (Participant 08)

	
	Advocacy and activism
	I think it plays to my own strengths. If people know about it and you’re open and honest about how they can help you, then people generally will. If you let people know your limits, people are generally pretty good to abide by them. (Participant 02)

	“Only women are supposed to have emotions”: Emotional reactions
	Anxiety about detection
	I do not [want anyone to know]. I definitely can’t mention this. No one in my church can know that I have this… I definitely want this to be anonymous… we’re not supposed to go through problems like this. (Participant 03)

	
	Shame
	[The eating disorder] stayed hidden at work. It was embarrassing. It’s still embarrassing, but you know, it is what it is. (Participant 05)

	
	Stress
	It’s stressful… the kids at times can, you know, get crazy, and then that puts the pressure on me - the stress on me that might cause me to do something [related to my ED]. (Participant 08)

	
	Vulnerability
	That’s a very vulnerable place to be in - with Binge Eating Disorder. (Participant 06)

	
	Pride and self-acceptance
	I was like, “I’m really not feeling well. I’m sick. I think my wife is going to take me to the ER.” And they were like, “What should I write down?” and I was like, “Write down ‘eating disorder’” and she was like “Okay.” That was it. I was pretty proud of that moment. (Participant 01)



	“And men do deal with this”: Coping strategies
	Blending in
	We as mechanics chose not to [take a lunch break] because we didn’t see the sense of it. What am I gonna stop for? I’m in the middle of putting this head gasket on. I’m not gonna stop because it’s 9 o’clock. I’m not gonna do that. That’s crazy. (Participant 05)

	
	Covert ED behaviors
	It almost got me fired a couple of times for sneaking off to purge. And they’d be kind of wondering where I was coming from because I would sneak off to different places to do that. (Participant 03)

	
	Humor
	[I wouldn’t tell the men at work] probably just because of the men that I work with - there’s not a lot of them - and we have more of a joking relationship. (Participant 08)

	
	Isolation and evasion
	The upstairs has like the kitchen, and I wouldn’t go up the stairs for a month and a half. I refused to go upstairs to the kitchen because I was so afraid that I wasn’t going to be able to control myself. (Participant 06)

	
	Leaving job
	I was a cashier at Lowes [for] about a week. That’s when I went into the hospital for my eating disorder. (Participant 09)

	“I couldn’t be as productive as I liked”: Impaired workplace functioning
	Social and networking complications
	We’d all go out and get drinks and then I would have a binge the night before and I would be like, “No, you know I’ve got something going on.” I would lie so much when I was bingeing. I just lied … I would cancel work gatherings with friends, I would cancel classes, I would drop out of classes. (Participant 08)

	
	Physical symptoms stall work
	There were days where the jobs would be half complete because I [purged]. I'm really only have like one bathroom break while I’m there, and I ended up having 2 or 3. (Participant 07)

	
	Cognitive symptoms slow progress
	The smell and the food made me think about, just, eating this sort of fatty stuff, and that put me on edge, so I couldn’t be as productive as I liked. (Participant 02)

	
	Errors and mistakes
	I was payroll system… I would take information from payroll
wrong and produce the wrong payroll, and I find out, “[I had] done this wrong”… And then I’d have to redo the task. (Participant 02)







